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/\’\ NERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING
Division of Licensing and Protection

103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 241-2345
To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

July 27, 2011
Mary Naumann, Administrator
Willows Of Windsor
121 State Street
Windsor, VT 05089
Provider #:0044

Dear Ms. Naumann:

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on April 7, 2011 .

Follow-up may occur to verify that substantial compliance has been achieved and
maintained.

Sincerely,

SRR

Pamela M. Cota, RN
Licensing Chief
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R100] Initial Comments:

An unannounced on-site licensing survey and
complaint investigation was completed from
4/6/11 to 4/7/11 by the Division of Licensing and
| Protection. No deficiencies were cited related to
i the complaint investigation, the following are the
results of the licensing survey.

R145
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V. RESIDENT CARE AND HOME SERVICES

|

15.9.¢c(2)

I

1 Oversee development of a written plan of care for

. each resident that is based on abilities and needs
as identified in the resident assessment. A plan
of care must describe the care and services
necessary to assist the resident to maintain

' independence and well-being;

This REQUIREMENT is not met as evidenced
by: :

Based on record review and interview, the home
did not maintain a current care plan for 1 of 3
applicable residents (Resident #1). Findings
include:

1) Per record review on 4/7/11, Resident #1 had
documentation of a fall on 1-24-11 and also of
near falls from crawling out of bed during the
night and is now sleeping in a recliner in his
room. The care plan did not address the specific
fall risk interventions to prevent or minimize the
likelihood of falls related to crawling out of bed
nor the care needs related to sleeping in the
recliner. This was confirmed with the manager on
4/7/2011.
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{

5.10 Medication Management

5.10.d If a resident requires medication
administration, unlicensed staff may administer
medications under the following conditions:

(6) Insulin. Staff other than a nurse may
administer insulin injections only when:

i. The diabetic resident's condition and
medication regimen is considered stable by the
registered nurse who is responsible for
delegating the administration; and

ii. The designated staff to administer insulin to
the resident have received additional training in
the administration of insulin, including return
demonstration, and the registered nurse has
deemed them competent and documented that

assessment; and

ill. The registered nurse monitors the resident's
condition regularly and is available when changes
in condition or medication might occur.

This REQUIREMENT is not met as evidenced
by:

| Based on record review and interview with

manager, the nurse failed to assure that staff
administering insulin had completed their
delegation training and that a return

| demonstration of insulin administration to a

resident has been observed by the nurse.
Findings include:

1) Per record review and interview on 4/7/2011, a
training was offered on 3/1/11 on Insulin and
Diabetic Care. There was no documentation on
who attended the training nor any documentation
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to indicate that delegated staff were observed by
a nurse doing a return demonstration of insulin
administration. This was confirmed with the
manger on 4/7/2011.

R174 V. RESIDENT CARE AND HOME SERVICES
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5.10.h. (2)
Medications requiring refrigeration shall be stored
in a separate, locked container impervious to
water and air if kept in the same refrigerator used
for storage of food.
This REQUIREMENT is not met as evidenced
by:
Based on observations during the initial tour of
the home on 4/6/2011 and confirmed through
interview, the home failed to secure medication
: that was stored in the same refrigerator used for
food storage. Findings include:
1) On the morning on 4/6/2011, during the initial
tour of the home, three vials of Novolog insulin
were found stored unsecured in the refrigerator
that was used for food storage. This was A LpoXeD REFRIGERATIE &% Lun S
confirmed with a staff member during initial tour pLReeDN AUALABE & twusSE FOR-
and also with home manager on 4/6/2011. THS PaeMSE, T fhve Retet ATEO
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techniques they are expected to perform before
providing any direct care to residents. There
shall be at least twelve (12) hours of training each
year for each staff person providing direct care to
residents. The training must include, but is not

I‘ limited to, the following:

- (1) Resident rights;

| (2) Fire safety and emergency evacuation,;

| (3) Resident emergency response procedures,

i such as the Heimlich maneuver, accidents, police
I or ambulance contact and first aid;

| (4) Policies and procedures regarding mandatory
reports of abuse, neglect and exploitation;

(5) Respectful and effective interaction with
residents;

(8) Infection control measures, including but not
limited to, handwashing, handling of linens,
maintaining clean environments, blood borne
pathogens and universal precautions; and

(7) General supervision and care of residents.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the home
failed to assure that all employees providing
direct care to residents completed the required
annual training's. Findings include:

1) Per record review on 4/6/11, 1 of 5 direct care

providers did not have documentation to

demonstrate receiving training in the required
areas.

R181| V. RESIDENT CARE AND HOME SERVICES

5.11 Staff Services

5.11.d The licensee shall not have on staff a
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- person who has had a charge of abuse, neglect

| or exploitation substantiated against him or her,
as defined in 33 V.S.A. Chapters 49 and 69, or
one who has been convicted of an offense for
actions related to bodily injury, theft or misuse of
funds or property, or other crimes inimical to the
public weilfare, in any jurisdiction whether within
or outside of the State of Vermont. This provision
shall apply to the manager of the home as well,
regardless of whether the manager is the
licensee or not. The licensee shall take all
reasonable steps to comply with this requirement,
including, but not limited to, obtaining and
checking personal and work references and
contacting the Division of Licensing and

. Protection in accordance with 33 V.S.A. §6911 to
- see if prospective employees are on the abuse

' registry or have a record of convictions.

This REQUIREMENT is not met as evidenced

< by:

Based on record review and interview, the home
failed to assure that 5 of 5 current employees
passed the abuse registry and criminal
background checks. Findings Include:

1) Per record review done on 4/7/11, 5 of 5
current employees had no evidence in their
employee records of an abuse registry check.
This was confirmed by the Manager on 4/7/11.

2) Per record review on 4/7/11, 5 of 5 current

employees had no evidence in their employee
records that a criminal background check was
- done. This was confirmed by the Manager on

4/7/11.

VII. NUTRITION AND FOOD SERVICES
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7.2 Food Safety and Sanitation

© 7.2.a Each home must procure food from
sources that comply with all laws relating to food

I and food labeling. Food must be safe for human

| consumption, free of spoilage, filth or other

| contamination. All milk products served and used

i in food preparation must be pasteurized. Cans

1 with dents, swelling or leaks shall be rejected and

| kept separate until returned to the supplier.

I This REQUIREMENT is not met as evidenced

© by

Based on observation and interview on 4/6/11,
the facility failed to reject cans with dents.

The findings include:

i 1) Per observation of the food storage area on
4/6/11, accompanied by a staff member, two
cans of food goods intended for consumption by
the residents were severely dented. After
discussion of the regulation, the staff member
removed the dented cans from the shelf and
moved them to another area.

R247 Vil. NUTRITION AND FOOD SERVICES
SS=E:
i

7.2 Food Safety and Sanitation

7.2.b All perishable food and drink shall be
labeled, dated and held at proper temperatures:
(1) Ator below 40 degrees Fahrenheit. (2) Ator
above 140 degrees Fahrenheit when served or
heated prior to service.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
home failed to consistently monitor freezer

R246
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temperatures to assure perishable foods were
stored at safe temperatures. Findings include:
1) During observations of the kitchen and storage
| areas on 4/6/11, there were no thermometers in 4 AL RERRIGEE BToRs F Freeeeoe <
! freezers. This was confirmed by charge staff CCNPORTMENGS HAVE THERMOMEILES /30"
member on 4/6/11. A MANAGER Caecxs THS WEEALY &
R291) IX. PHYSICAL PLANT R291 FEoCDS THAT ThEY HAVE Beert CHeck
sS=E ' ~RAU POC Auxgred 126l PrestaR
1 9.6 Plumbing

9.6.d Hot water temperatures shall not exceed
120 degrees Fahrenheit in resident areas.

This REQUIREMENT is not met as evidenced
by:

| Based on observation and interview, the facility
failed to assure that water temperatures did not
exceed 120 degrees Fahrenheit. Findings
include:

1. Per observation on 4/7/11, the water
temperature in a resident bathroom in the

basement was identified at 134 degrees WE fite CecL NG FDoCumENTING Yfaot
’ Fahrenheit and a resident bathroom on the 1st TEMAenuneS WEEKWN TO ASSURE
| floor was identified at 132 degrees Fahrenheit. omou /i CE -
| Immediately foliowing these readings, the Manger - st ‘24\'
I of the home confirmed that the hot water tank Ra4\ oL M{?\CA 1\2‘0\“

J thermostat was set at 135 degrees Fahrenheit
1 which she immediately turned down.. The

' manager confirmed that water temperatures did
+ exceed 120 degrees Fahrenheit and that there

' was no system in place to monitor temperatures

|
| on a regular basis.
i

|
R302| IX. PHYSICAL PLANT R302
SS=E |
{
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9.11 Disaster and Emergency Preparedness

9.11.c Each home shall have in effect, and
available to staff and residents, written copies of
a plan for the protection of all persons in the
event of fire and for the evacuation of the building

i when necessary. All staff shall be instructed

periodically and kept informed of their duties
under the plan. Fire drills shall be conducted on
at least a quarterly basis and shall rotate times of
day among morning, afternoon, evening, and
night. The date and time of each drill and the
names of participating staff members shall be
documented.

This REQUIREMENT is not met as evidenced
by:

Based on record review and confirmed through
interview with the home's manager, the home
failed to conduct the required number of fire drills
and did not rotate times of day. Findings include:

1) Per record review of the home's fire drill long
on 4/7/11, fire drills were not recorded as being
done 6 times a year as required and did not
include any night time drills. This was confirmed
with the manager on 4/7/11.
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